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Gastric Polyps and Polyposis 


Authors report a case-history of dif- 
fuse gastric polyposis submitted to total 
gastrectomy. 

A review of the literature reveals 
eighteen other cases. 

Following a study of simple, multiple 
and diffuse gastric polyposis, the au- 
thors discuss the management. The de- 
generation risk makes it necessary to 
consider the exeresis of every detected 
polyp. In the case of diffuse gastric 
polyposis, this leads to a total gastrec- 
tomy, the 
worth discussing, because of the func- 
tional sequelae of agastria. Neverthe- 
less, such an extensive operation ap- 
pears as necessary as total colectomy 


Garbay M. and Gaussen, L. 
La Presse Médicale, (1960) No. 47, p. 1757. 
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-COCCYGODYNIA 


The coccyx, a vestigial tail, practically 
useless, inconspicuously located, is a 
painful nuisance to doctor and patient. 
The painful coccyx is called coccygo- 
dynia, a term first used by Simpson,’ in 
1859. Albeit, there were many articles 
pertaining to the painful coccyx pub- 
lished previously, as early as 1588. In- 
deed, the bulk of literature pertaining to 
the painful coccyx, and the controversies 
pertaining to the etiology and treatment 
of the painful coccyx, seem out of pro- 
portion to both the size and importance 
of this structure. These controversies 
still exist. 


HIO 








Tre coccyx is the terminal 
portion of the spine (Figure 1). It con- 
sists of fused bony segments, usually four 
in number (although it may vary from 
three to five). The segments are rudi- 
mentary vertebrae, and the most caudal 
is a small bony nodule. There are pro- 
tuberances resembling transverse proc- 
esses and a superior articular process. 
There is considerable variation in size, 
shape and position of the coccyx. It is 
joined to the sacrum by a true sym- 
physis, i.e. a diarthrodial joint without 
cavity. There is an anterior and pos- 
terior ligament (Figure 2) joining the 
sacrum and coccyx. Various muscles 
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(Figure 3) have partial attachment to 
the coccyx: the lower fibers of the 
gluteus maximum; the sphincter ani 
externus; the coccygeus (Figure 4) ; 
and that portion of the levator ani 
known as the iliococcygeus. These 
muscles tend to pull the coccyx forward. 
There is no muscular action which ex- 
tends the coccyx. 

Etiology and Diagnosis Coccygo- 
dynia will be correlated with the an- 
atomy and the patient (Table I). 


Dr. Miller is Clinical Assistant Professor of 
Surgery (Orthopedic Division) Ohio State Uni- 
versity School of Medicine, University Hospital, 
Columbus, Ohio. 
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FIGURE 1. 


Coccyx (Told, C., An Atlas 
of Human Anatomy, ed. 2, New York, 
The MacMillan Co.) 
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Brprsepeel hawment ae 
: Micot pot eavroniion tg. ’ 


FIGURE 2. 


Sacro-coccygeal Ligaments 
(Gray's Anatomy, ed. 24, Philadelphia, 
Lea and Febiger.) 
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Coccygeal cornu 
Corr 


Verte 


Fifth coccygeal vertebra 
\ tebra “ i% 


Coccyx: A direct blow or fall can 
result in a contusion or fracture of the 
coccyx. The first report found in the 
literature by Smet,' in 1588 states, “My 
wife has fallen backward and so in- 
jured the coccygeal bone that she cannot 
sit without pain, nor can she empty the 
bowel or the bladder, or cough without 
much distress.” 

An excellent, comprehensive review of 
the coccyx by Howorth', quotes a some- 
what fascinating and puzzling report 
made by Gahrliep in 1698. He reported 
that his father-in-law sustained a frac- 
ture of the coccyx from a fall, and was 
in considerable pain and “could get no 
passage of the bowels and became seri- 
ously ill on the fifth day, when he was 
advised to allow himself to be tumbled 
and pushed about by two robust women. 

By the jostling, the end of the os 
coccygeus, which was bent in, was re- 
stored,” and he was relieved. 

An x-ray diagnosis of fracture of the 
coccyx is made more often than the 
condition actually occurs. When a diag- 
nosis of fracture of the coccyx is made 
based on vague x-ray evidence with in- 
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FIGURE 3. Muscle Attachments to Coccyx (Gray's 
Anatomy, ed. 24, Philadelphia, Lea and Febiger.} 


FIGURE 4. Peroneal Mus- 
cles Attaching to Coccyx 
(Gray's Anatomy, ed. 24, 
Philadelphia, Lea and Feb- 
iger.) 
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TABLE | 


1, COCCYX 
contusion 
fracture 
miscellaneous (infection, tumor) 


ETIOLOGY OF COCCYGODYNIA 


2. SACRO-COCCYGEAL JOINT 


partial or complete dislocation 


3. PERI-OSSEOUS TISSUE 


Periostitis 
herniated disc 
herniated pre-sacral fat pads 


4. PSYCHIC 





conclusive clinical findings, the diag- 
nosis is more often wrong than right. 
The anatomical variation of the coccyx, 
and the fusion lines of the segments, 
may simulate a fracture. When there is 
a history of acute trauma, pain directly 
over the coccyx, visible signs of injury, 
and a clear-cut fracture line on the 
x-ray, then, and only then, should a 
diagnosis of fracture of the coccyx be 
made. This is of medical-legal signifi- 
cance. 

Occasionally rare cases such as tuber- 
culosis, osteomyelitis, giant cell tumor, 
chordoma, meningioma, and teratoma 
of the coccyx have been reported. These 
are the unusual or circus cases. 

Sacro-Coccygeal Joint: The sacro- 
coccygeal joint is not a true joint. There 
are varying degrees of fixation of the 
coccyx to the sacrum, from a free and 
mobile coccyx, to a coccyx which is 
firmly united by fibro-cartilage. An 
acute injury can tear the sacro-coccygeal 
ligaments and cause a partial or incom- 
plete dislocation of the joint. Obstetrics 
often injure this joint, especially if the 
coccyx is positioned forward into the 
pelvis and is moderately fixed. A dislo- 


cation is apt to occur either by the de- 
scending fetal head or the obstetrician’s 
finger. When a dislocation of the sacro- 
coccygeal joint is present, the displace- 
ment is palpable, and slight motion lo- 
calizes the pain at the joint. 

Osteoarthritis of the joint has been 
described. It is difficult to accept the 
concept of a wear and tear arthritis in 
a non-weight bearing, non-moving joint 
where no true joint or articular cartilage 
exists. Yet, in certain instances, pain is 
localized directly at the joint and re- 
lieved by a localized injection of medi- 
cation. On a clinical basis, a concept 
of symptomatic arthritis of this non- 
weight bearing symphysis must be ac- 
cepted. It is my opinion that this is not 
an arthritis, but periosiitis. 

Peri-Osseous Tissue: The most com- 
mon cause of chronic pain in the region 
of the coccyx is a non-specific periostitis. 
This is comparable to the chronically 
painful peritendonitis of the shoulder, 
and, as in the shoulder, the chronic pain 
and inflammation may follow an acute 
injury or start insidiously. 

Frequently, the pain appears directly 
related with pressure, specifically the 
pressure from sitting. Coccygodynia is 
more common in women, and this is 
explained by many on an anatomical 
basis. The wider pelvis of the female 
allows the central portion, the coccyx, to 
sag. In an obese woman, with flabby 
musculature, the sagging is aggravated. 
This accounts for the paradoxical situa- 
tion of the obese female with well 
padded buttocks complaining of tender- 
ness on sitting. 

The pain secondary to periostitis is 





Presented by invitation to the Twelfth Annual 
Teaching Seminar of the International Academy 
of Proctology, Miami Beach, Florida, on April 
25, 1960. 
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diffuse and located about the coccyx 
bone itself. Usually, passive motion of 
the coccyx causes little discomfort. How- 
ever, palpation of the pericoccygeal tis- 
sues and ligaments does arouse com- 
plaints of pain. 

Psychic: Should the patient with 
chronic coccygodynia be considered 
psychoneurotic? Why do some patients 
persist in having chronic pain after an 
acute injury? Can this all be explained 
on the basis of a periostitis? A categori- 
cal answer cannot be given. Note the 
two extreme views: 

“Let us dismiss once and for all the 
suggestion that coccygodynia is a simple 
manifestation of hysteria, or an evidence 
of functional disorder.”* 

“The functional type of coccygodynia 
is usually observed in a highly nervous 
woman; the onset is insidious and there 
is no history of trauma. It is a local 
manifestation of a general nervous in- 
stability.””* 

This question should be resolved on 
an individual basis. Anyone who has at- 
tended patients with coccygodynia will 
attest to the functional element in many 
of these complaining women. 

Treatment The treatment of the 
acute injury is relatively simple. A con- 
tusion, fracture, or sacro-coccygeal joint 
injury is treated symptomatically. Any 
displacement is easily corrected by digi- 
tal manipulation, Heat applications and 
avoidance of sitting pressure are bene- 
ficial. The patient should be ambula- 
tory. Medication to relieve the acute 
discomfort for the first few days may be 
necessary. Usually, the acute pain sub- 
sides in ten to fourteen days. This is 
the same approach used in treating non- 
displaced fractures of the sacrum. 

In both the acute and chronic painful 
state, there is good relief with the in- 
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jection of an anesthetic agent. This 
helps therapeutically and diagnostically. 
The injection should be concentrated at 
the painful area. At least ten cc. of a 
standard one percent solution should be 
given. Following the injection, the en- 
tire area should be punctured many 
times to scarify the soft tissue and re- 
lieve the periostitis. A small amount of 
hydrocortisone may be added to the 
solution. Although it is frequently men- 
tioned, there is little danger of per- 
forating the bowel. 

Heat is best applied by the Sitz baths, 
although any type of heat application 
gives relief. 

The patient should be instructed on 
how to sit. The buttocks should be back 
in the seat and the trunk upright. This 
places the weight of the trunk on the 
ischial spines and tucks the coccyx out 
of the way. A small pillow in the small 
of the back helps hold the spine erect. 
A firm chair, not a sofa, is preferable. 
For people who work sitting, a rubber 
doughnut cushion is an excellent way to 
relieve the discomfort of pressure, if the 
patient can withstand the jests of fellow 
workers. There are innumerable ways 
of padding the coccyx, and many doc- 
tors have pet methods using foam rub- 
ber, moleskin, adhesive tape, etc. All of 
these methods are primarily designed to 
cushion the coccyx. 

A good office technique is to perform 
a low caudal injection using about 10 
cc of 1 percent procaine, and follow 
this with a rectal massage of the coccyx 
and pericoccygeal tissue. Some physi- 
cians administer a vigorous rectal 
massage with the patient under general 
anesthesia. A few intrepid patients 
have learned self rectal massage tech- 
niques, 

The role of coccygectomy in coc- 
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cygodynia is controversial. It is inter- 
esting to note that Simpson who first 
described the term coccygodynia, de- 
scribed an operation consisting of a 
soft tissue release. He attacked the peri- 
osteal tissue rather than the coccyx, 
and every paper since then describes 
coccygectomy. 

There are innumerable articles which 
favor coccygectomy, and yet, over-all, it 
is not frequently performed. In review- 
ing the cases of coccygectomy at the 
University Hospital of Ohio State Uni- 
versity during the past ten years, only 
ten cases of coccygectomy were found. 
This series is too small to draw any 
statistical conclusion other than to in- 
dicate its low popularity. 

However, most of the recent articles 
indicate that seventy-five percent or 


more of the patients are benefitted by 
coccygectomy. In these papers, which 
are well studied, such as the paper by 
Key, 1937* and Pyper, 1957,° it is 
pointed out that this is a subjective 
condition without objective criteria for 
coccygectomy. The decision to remove 
the coccyx is purely a clinical one. 
There are no distinct x-ray findings, nor 
are there any factors in the history or 
physical examination, which serve as a 
cuide. 

It is emphasized that whenever the 
coccyx is removed, the distal sacrum 
should be amputated. 


Summary 


This has been a 


cygodynia, its causes, and methods of 


review of coc- 


treatment. 
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Fecal Continence Following 
Sphincter-Preserving Operations 
for Rectal Cancer 


F.. purposes of description, 
it is convenient to divide continence 
into two parts, reservoir continence and 
sphincteric continence. 

Reservoir continence describes the 
ability of the smooth muscle of the 
left colon to plastically adapt itself to 
the increasing bulk of its contents, un- 
til an end point is reached and _ peri- 
stalsis begins. It is to be noted that 
feces remains in the colon for appreci- 
able periods of time, twenty-four to 
forty-eight hours and sometimes longer, 
and that freedom from emptying for 
such periods constitutes a type of conti- 
nence that has nothing to do with 
sphincters. While the emptying of the 
colon is not under the control of the 
will, the time of emptying can, to a con- 
siderable extent, be controlled by the 
repetitive use of stimulants applied to 
the colon at constant intervals of time, 
until a conditioned reflex becomes es- 
tablished. This conditioned reflex may 
become so well established that the neces- 
sity for stimulation of the colon no 


longer exists and its emptying becomes 
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EUGENE A. GASTON, M.D. 


Framingham, Massachusetts 


automatic and on a purely temporal 
basis. Munro' was able to establish 
such automatic emptying at a predeter- 
mined time, and without soiling between 
times, in fifty-seven percent of a group 
of patients with complete paraplegia. 

Sphincteric continence refers to the 
contraction of the striated muscle of 
the external sphincter and associated 
muscles. When the sphincter is con- 
tracted and this, of course, is under 
the control of the will, there is no in- 
hibitory effect on peristalsis of the colon 
or rectum, and for this reason contrac- 
tion must be of sufficient strength to 
resist the propulsive force of colonic 
peristalsis. 

The Mechanism of Fecal Contin- 
ence in Normal Individuals = [ndi- 
viduals with normal fecal continence 
have both reservoir continence and 
sphincteric continence; that is, a smooth 
muscle reservoir lies above a normally 
functioning sphincter. Because reser- 


Presented at the Twelfth Annual Teaching 
Seminar, April 25, 1960, at the Americana 
Hotel, Miami Beach, Florida. 
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voir continence is automatically pre- 
served in all rectal resections, further 
discussion will be confined to the mecha- 
nism of sphincteric continence. 

The first consideration is that the 
sphincter lacks endurance. Further- 
more, the force that the contracting 
sphincter can exert varies tremendously 
between individuals, so that the strength 
of contraction cannot be taken as a 
measure of continence. Simultaneous 
kymographic tracings of the activity 
of the sphincter and of the peristaltic 
activity of the colon made after the 
latter has been filled with saline show 
a remarkable correlation between the 
two, 

Waves of increased colon pressure, 
corresponding to peristaltic waves, last 
about thirty seconds, and are asso- 
ciated with simultaneous increases of 
sphincter tone whose magnitude and 
duration correspond closely to those of 
Because the sphincter con- 
tracts only when and to the extent re- 


the colon, 


quired, endurance against fatigue is 
unnecessary. 

Sphincteric contraction is mediated 
by nerve impulses which arise in the 
brain and are transmitted along the 
spinal cord and somatic nerves to the 
muscles comprising the sphincter ap- 
paratus. Obviously, if these nerve con- 
nections are broken at any point; in 
the brain by senile, or other, degenera- 
tion, in the cord or peripheral nerves by 
transection or disease, muscle contrac- 
tion cannot take place and sphincteric 
continence is lost. In order for the brain 
to initiate these impulses at the proper 
time and to the extent required, a feed- 
back mechanism is necessary, and this 
is supplied by afferent nerves which 
arise in the muscular wall of the rec- 
tum and carry the impulses which sup- 
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ply rectal sensation. Thus, a reflex arc, 
the so-called rectosphincteric reflex, con- 
nects the rectum and sphincter, but no 
such connections exist between the colon 
and sphincter. 

The importance of the rectosphincteric 
reflex in maintaining continence is evi- 
dent when the sensibilities of the colon 
and rectum are compared. Although 
these organs are insensitive to many 
stimuli, they are sensitive to changes in 
intraluminal pressure. When the sig- 
moid is distended a cramp-like sensa- 
tion is noted 
When an equal amount of distention is 
produced in the rectum, the sensation 
is changed in quality, quantity and loca- 
tion. 


in the lower abdomen. 


It is now much more intense, is 
located in the perineum and is inter- 
preted as a desire to defecate or pass 
flatus. The sensitivity of the rectum in- 
creases from above downward, so that 
equal distention gives rise to greater 
sensation the lower in the rectum the 
stimulus is applied. 

Sphincteric continence is an emer- 
gency mechanism and is both a reflex 
When rectal 
pressure is increased, there is an im- 
mediate contraction of the sphincter 
which 
reaches the level of consciousness. As 
the sensation increases in intensity, con- 


and a conscious process. 


takes place before sensation 


sciousness is penetrated and the decision 
for evacuation or retention is made. The 
individual willing continence, then, con- 
sciously contracts the sphincter for such 
periods of time and with the necessary 
force to adequately resist the propulsive 
force of peristaltic contractions. 

When all of the rectum is removed 
and the colon pulled down to replace it, 
the afferent portion of the rectosphinc- 
teric reflex is removed and rectal sensa- 
tion thereby eliminated, Sphincteric con- 














President's Page 


Your Academy Takes On a New Life 


Within the past few months your Academy has been reborn. 
Today we are more solidly organized and soundly co-operative 
than ever before. Vision, determination, and astute planning on 
the part of your Officers, the Board of Trustees and the House of 
Delegates have resulted in some very significant changes in 
organization, policy, and practice along the lines of our objectives. 
We must recognize in these accomplishments the devotion of men 
like Portes, Halligan, Wegryn, Krol, Solow, to name only a few. 


There will never be a one-clique rule or domination. Those 
members who missed the Chicago meeting last month not only 
forfeited a chance to gain unlimited practical information, but 
also missed seeing your Academy working more harmoniously 
than at any time since its inception. 


The American College of Proctology is no longer a mere 
dream. It has been activated, is now a functioning specialty 
organization, and will hold its annual meetings in conjunction 
with those of the International Academy. It is a prestige group, 
membership to which is gained by examination only, with total 
membership very limited. 


We, therefore, have a most unique facility for training men in 
Colo-Proctology. The Academy may accept doctors as affiliates 
who may advance to Associate Fellow and on to Full Fellow of 
the Academy by meeting requirements set down by the Academy 
as qualifications for candidates for these respective degrees. Many 
such men may later, by examination, become members of the 
American College of Proctology. 


Our 1962 meeting will be held at the fabulous Fontainebleau 
Hotel, Miami Beach. We are planning on our largest attendance 
of all time. The meeting is scheduled February 24th thru March 











Ist, at the height of the winter vacation season. We have special 
rates from the Fontainebleau which are granted, not only for the 
days the meeting is held, but for whatever period you may spend 
before and after the actual meeting dates, provided of course, 
that you are registered for the Academy Seminar. In a presidential 
letter this month every member will receive details of the special 
Fontainebleau rates. 


Our scientific program for 1962 will be arranged and ready for 
your perusal before September ist. The New Jersey and East 
Coast group will arrange our first day’s program. The Chicago 
and Midwest group have charge of the second day’s presentations. 
The third day will be in the capable hands of the Massachusetts 
and New England group. The fourth day will feature studies in 
Surgical Pathology under Dr. George Curtis of Harvard University 
in the morning. Demonstrations of sigmoidoscopic technique on 
mannikins or a wet clinic under Dr. Caesar Portes, et al, is 
scheduled for the afternoon. Panel discussions will occupy the 
afternoon sessions which may end at 4 p.m. to allow the members, 
speakers, and guests to enjoy the Florida weather the latter part 
of each afternoon. 


The program committee has already arranged some outstand- 
ing entertainment apart from the scientific. The stage is nearly set. 
Let us work to make the 1962 Teaching Seminar at Hotel Fontaine- 
bleau the largest and most enjoyable in the history of the Academy. 


LyMAN M. McBrype, M. D. 




















TABLE | 


FUNCTIONAL RESULTS OF SPHINCTER-PRESERVING OPERATIONS 





IN WHICH A PORTION OF THE RECTUM IS PRESERVED 


AMOUNT OF % WITH 
RECTUM NO. OF NORMAL 
OPERATION PRESERVED CASES CONTINENCE AUTHORS 
ANTERIOR RESECTION 10 cm. or more 654 100% Dixon 
Wangensteen 
Goligher 
ABDOMINO-ENDORECTAL 3 cm. 29% Black & Botham 
ABDOMINOANAL Goligher 
ADULTS 3 to 6 cm. 90.5% Welch & Rheinlander 
Gerst & Seidenberg 
CHILDREN 2 cm. 200 100% Swenson 
ABDOMINOSACRAL Not Stated 94.8% Finsterer 
TOTAL 1037 99.4% 





tinence is lost because the individual 
has no way of knowing when or how 
much sphincter contraction is required. 
Sensory incontinence is an appropriate 
term coined by Goligher to describe this 
condition.° 

This concept of the mechanism of 
fecal continence is the result of experi- 
mental and clinical observations that 
have been previously reported.’ To test 
its validity, the functional results that 
have been reported following various 
types of sphincter preserving operations 
have been reviewed and compiled with 
the following results. 

Table I summarizes the results that 
have followed those operations in which 
some part of the rectum has been 
preserved along with the levator ani 
muscles and sphincter. 

In anterior resection, 10 cm., or 
more, of rectum is usually preserved; 
although, on occasion, much _ lower 
anastomoses can be made in suitable 
subjects. The functional results have 
invariably been excellent. 

In abdominoendorectal resection, the 
rectum is divided 3 cm. above the muco- 


cutaneous line through the dilated 
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sphincter. The previously mobilized 


rectum and sigmoid are delivered 
through the distal stump of rectum and 
sphincter. No sutures are used between 
the stump of the rectum and the colon. 
Black and Botham reported normal con- 
tinence in ninety-three out of ninety- 
four patients with this operation.® 
Abdominoanal resection is a term 
used by Goligher to describe an opera- 
tion similar to abdominoendorectal re- 
section,” except that the anastomosis is 
established by suturing the colon to the 
everted stump of the rectum and the 
suture line then replaced internally. Of 
thirty-one cases operated upon by this 
method, postoperative conti- 
nence was achieved in twenty-eight. A 
similar operation is used by Swenson 
for the treatment of Hirschsprung’s dis- 
ease in infants and children.’ In these 
cases, only 2 cm. of rectum is preserved 
but, since the rectum of a small child is 
shorter than that of an adult, this prob- 
ably represents the preservation of a 
larger proportion that does 3 cm. in an 
adult. 


variably been normal in these cases. 


normal 


Postoperative continence has in- 


Abdominosacral resection consists of 


171 





abdominal mobilization followed by re- 
section and side-to-end, or end-to-end, 
anastomosis of colon to rectal stump 
through a parasacral incision. In 1950, 
Finsterer reported four hundred twenty- 
five such operations but analyzed the 
functional results in only fifty-eight 
cases of whom fifty-five had normal 
fecal continence.’° 

Operations in Which All of the 
Rectum Is Removed Evaluation of 
operations in which all of the rectum 
has been removed are complicated by 
the fact that results are no longer classi- 
fied as simply continent or incontinent, 
but various degrees of continence now 
As a basis for 
comparison, the findings of Babcock"! 
are of interest. In 1939, he reported one 
hundred three patients in whom Miles 
resections of the rectum had been done 
but with the colostomies placed in the 
perineum instead of the abdominal wall. 
The functional results were reported as 


come into the picture. 


follows: “With an adequate perineal 
although without 
control, five percent of my patients re- 


opening, sphincter 
quire no local protection, special diet or 
fifty 
_ percent, by regulated emptying of the 
colon and some restriction of diet are 
enabled to dispense with a pad much or 
all of the time; thirty percent find the 
constant wearing of a pad desirable al- 
though it is infrequently soiled, while 
fifteen percent, chiefly those careless as 
to diet and personal hygiene and those 
with local recurrence, report frequent 
soiling.” Note that five percent of these 
patients had many of the criteria of 
normal continence in that there was no 
soiling and no pads or irrigations were 
required, yet the sphincters and levatores 
had been removed. Obviously they did 


not have sphincteric continence but de- 


other measure to prevent soiling; 


pended entirely upon the temporal regu- 
lation of reservoir continence. 

A. RESECTION OF ALL OF THE RECTUM 
BUT WITH PRESERVATION OF THE LEVA- 
TOR ANI MUSCLES. Table II shows the 
results reported by Waugh, Miller and 
Kurzweg'? who reported one hundred 
sixty-five operations, many of which 
were of this type. Jn one hundred four- 
teen cases, the mobilized rectum was 
through _ the 
sphincter. In fourteen cases, the sphinc- 


withdrawn undivided 
ter was divided posteriorly and resu- 
tured. In thirty-two cases, the levatores 
were incised posteriorly and the rectum 
divided above the internal sphincter. In 
two cases, the anastomosis of sigmoid to 
everted anus was completed externally 
and the suture line then replaced in- 
ternally. Of this somewhat heterogene- 
ous group, information on the post- 
operative functional status was obtained 
in one hundred thirty-seven patients. 
Fourteen (10.3 percent) were considered 
to have control that was as normal as 
Fifty-eight (42.3 
percent) were able to control nondiar- 


before operation. 
rheal stool, wore no pad but some used 
enemas occasionally. In thirty-four cases 
(24.8 percent) a pad was worn because 
of occasional soiling or frequent irriga- 
In thirty-one 
cases (22.6 percent) the results were 


tions were necessary. 


classified as poor. 

It is to be noted that in thirty-two 
cases (19.4 percent) the bowel was 
divided above the internal sphincter. 
Since this is part of the rectum, then 
a portion of the rectum was preserved. 
These cases were not separated from the 
It is 
possible that the preservation of even 
this small amount of rectum is sufficient 
to maintain the rectosphincteric reflex 
in some cases. 


others in analyzing the results. 
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TABLE Il 


TOTAL RESECTION OF RECTUM 
PRESERVATION OF LEVATOR ANI MUSCLES & SPHINCTER 
(WAUGH, MILLER & KURZWEG) 

NO PAD 
CONTROL SOLID 


STOOLS ONLY 


OCCASIONAL 
IRRIGATION 


42.3% 


NORMAL 
CONTINENCE 


10.3% 


PAD WORN 


FREQUENT 
IRRIGATIONS 


24.8% 


INCONTINENT 
22.6% 


TABLE Ill 


TOTAL RESECTION OF RECTUM 
RESECTION OF LEVATOR ANI MUSCLES 
PRESERVATION OF SPHINCTER 
NO PAD 
CONTROL 


SOLID 
STOOLS ONLY 


OCCASIONAL 
CONTINENCE IRRIGATIONS IRRIGATIONS IRRIGATIONS INCONTINENT 


NO. OF NORMAL 
AUTHOR CASES 
Bacon 431 
NICKEL & 
CHENOWETH 34 


38.2% 
8.8% 


GOLIGHER s 


20.4% 


PAD WORN 
FREQUENT 


NO PAD 
FREQUENT 


61.1% 0.7% 
41.3% 
100% 





B. RESECTION OF THE LEVATOR ANI 
MUSCLES TOGETHER WITH ALL OF THE 
RECTUM. ‘Table III shows the results 
that have been achieved by this opera- 
tion. Bacon'® states that “... the urge 
to defecate is experienced following the 
pull-through operation and, since con- 
tinence means the ability to control de- 
fecation by voluntary means, the patient 
is continent.” He also states that the 
nerve endings giving rise to the sensa- 
tion of imminent defecation are not con- 
fined solely to the rectum but are 
present also in the retained sphincter, 
the perineum and in the pelvic struc- 
tures contiguous with the transplanted 
colon. He believes that enemas are not 
necessary for purposes of fecal conti- 
nence but may be necessary to initiate 
bowel movements. In this series of 
four hundred thirty-one patients, 61.1 
percent required such irrigations while 
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38.2 percent were able to have complete 
Only 


three patients required a perineal pad 


evacuations without irrigations. 


day and night. 

Nickel and Chenoweth‘ found normal 
postoperative continence in 8.8 percent 
of thirty-four patients, while 41.3 per- 
cent were totally incontinent. Goligher 
found all of his patients to be inconti- 
nent after operation and he states that: 
“The truth of the matter is that these 
patients have merely had anal colos- 
tomies and I am quite certain from my 
examination and interrogation that they 
would have been at least as comfortable, 
and probably more so, with an orthodox 
abdominal colostomy.” 

Discussion A perusal of the func- 
tional results that have followed various 


types of sphincter preserving operations 
makes it clear that only by preserving 
some portion of the rectum along with 
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the sphincteric apparatus can the pa- 
tient be assured perfect continence in 
nearly every instance, Measuring from 
the mucocutaneous line, 3 cm. in adults 
and 2 cm. in children, appears to be 
adequate, although even lesser amounts 
may be useful. Whether the anasto- 
mosis of colon to rectum is made ab- 
dominally, or by the pull-through tech- 
nique, seems to make little difference. 

When all of the rectum is removed 
one would expect sphincteric continence 
to be lost, although reservoir continence 
would be retained. This appears to be 
true, judging from the high percentage 
requiring irrigations reported in every 
series, yet in every series there are a 
few patients who have perfect results. 
These may be explained in several ways: 
First, small amount of rectum may be 
purposely or inadvertently retained, thus 
preserving some of the rectosphincteric 
reflex. Second, the perfection with 
which some patients are able to de- 
velop control on the basis of reservoir 
continence alone must be constantly 
kept in mind when evaluating results. 
Finally, it is possible that, as Bacon 
has suggested, by the process of re- 
education afierent impulses arising as a 
result of pressure on pelvic structures 
surrounding the transplanted colon may 
be utilized by certain individuals to re- 
place those that normally arise in the 
rectum, If this is true, sphincteric con- 
tinence may redevelop over a period of 
time following operation. Information 
on this point would be of the greatest 
interest and could be readily obtained 
by simple balloon and enema studies of 
suitable patients. 

In normal individuals, portions of the 
levator ani muscles undoubtedly make 
up an important part of the sphincteric 
apparatus and sacrifice of the levatores 


must diminish the force with which the 
anus can be voluntarily closed. By 
analogy with the sacrifice of muscle 
tissue in other parts of the body, one 
would expect that, if the rectosphinc- 
eric reflex were intact, the remaining 
sphincter muscle would hyperthrophy 
until its strength was equal to the de- 
mands put upon it. 

No positive information is available 
on the effects of the midline division of 
the sphincters and/or levators in doing 
the pull-through operation. Unless heal- 
ing resulted in the formation of exces- 
sive scar tissue so that the sphincters 
were unable to control the circumfer- 
ence of the anus, this maneuver would 
be expected to play no part in the 
ultimate result. 

Excision of the modified skin lining 
the anal canal has been done in many 
cases but the results have not been iso- 
lated from those in which a similar 
operation has been done without sacri- 
fices of the anal skin. Obviously. if 
colon mucosa is exposed there will be 
annoying discharge of mucus, Since 
material striking the anal skin is already 
outside the control of the sphincter, 


sphincteric continence should not be 
affected by its absence. 


Summary 


1. The physiology of fecal conti- 
nence has been briefly reviewed. 

2. The functional results that have 
been reported following 
sphincter preserving operations have 
been reviewed and compared. 

3. Details of surgical technique, as 
they relate to the functional results, 
have been discussed. 


various 
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DR. HALLIGAN HONORED 


Dr. Earl J. Halligan, Secretary-General of 
the International Academy of Proctology since 
its inception, and Honorary Founding Presi- 
dent of the American College of Proctology. 
was honored by the Medical Board of Jersey 
City Medical Center by presentation of his por- 
trait in oil. The presentation and unveiling 


ceremonies took place at the Medical Center, 
Jersey City, New Jersey, Sunday, April 23, 
1961. 
Portrait of Dr. Halligan Dr. Thomas J. White, Director of Private 
Services of the Jersey City Medical Center, 
pointed out Dr. Halligan’s lifelong devotion to medicine, and his par- 
ticular contributions to the Medical Center as its Medical Director. 
Dr. Carroll M. Levy, Associate Professor of Medicine, at Seton Hall, 
emphasized the fact that Dr. Halligan had always been a physician in 
the Oslerian sense, a “transmitter, transmuter and creator”. Many 
other speakers paid tribute to the scientific and humanitarian aspects 
of the Halligan Tradition. 
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A CLINICAL PATHOLOGICAL STUDY 





PSEUDOMEMBRANOUS 


Croupous, diphtheric, membranous, 
acute necrotizing fibrinous entero- 
colitis, popularly known as Staphylo- 
coccic Pseudomembranous Entero- 
colitis, is a fatal disease currently 
haunting hospitals. Enterocolitis has 
been given much attention due to the 
increase of hospital staphylococcic 
infections and is a problem with re- 
gards to its control. It has been re- 
garded as a new disease by most au- 
thors correlating it with the advent of 
antibiotics. Others, however, claimed 
that this serious disease has been 
present even during the _pre-anti- 
biotic age and in fact was described 
by Finney in 1893 as “diphtheric 
colitis.” 

The following discussion deals with 
eight cases studied by the author 
both clinically and pathologically. 





Dr. Cruz was Chief Surgical Resident at Mary- 
mount Hospital, Cleveland, Ohio. At present 
Chief Resident, Somerville Hospital, Somerville, 
Massachusetts. 


The etiology of Pseudomem- 
branous Enterocolitis is still contro- 
versial, although most literature written 
on this subject emphasizes antibiotic 
therapy as an important role in the 
development of this disease. Reiner, 
Schlesinger and Miller, in 1952,° re- 
ported cases of pseudomembranous co- 
litis following Aureomycin and Chlor- 
amphenicol. In 1953, Finland and 
Weinstein? observed the presence of 
diarrhea in a patient receiving Terra- 
mycin, Chloramphenicol and  Aureo- 
mycin. The stools of some of the pa- 
tients showed the presence of Sta- 
phylococcus aureus, coagulase positive. 
Meanwhile, Pettet, Baggenstoss, Dear- 
ing and Judd, in 1954,° reviewed their 
clinical, laboratory and necropsy rec- 
ords from 1925 to 1952. They observed 
that during the first fourteen years 
(1925-1938), or the pre-antibiotic and 
chemotherapeutic age, there were forty- 
five cases; whereas, during the second 
fourteen years (1939-1952), or the 
antibiotic and chemotherapeutic era, 
there were only forty-nine cases. They 
therefore concluded that there is no 
significant increase before and after 
antibiotics. 

Others believed that this disease fol- 
lows surgical procedures, particularly 
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ENTEROCOLITIS 


operations involving the gastrointestinal 
tract, although Klechner, Bargen and 
Baggenstoss reported fourteen cases of 
this disease which were not preceded 
by an operation.® 

Hartmann and Angevine’ believed 
that vitamin deficiency may be responsi- 
ble for the pseudomembranous changes. 

Prochaska, et al,’* emphasized that 
micrococcus pyogenes is the etiological 
organism. In experimenting with human 
volunteers, monkeys, and kittens, they 
were able to prove that this organism 
does not grow in the intestinal tract 
with a normal coliform flora, thus show- 
ing the popular belief that antibiotics 
have something to do with the suppres- 
sion of the intestinal flora. They also 
thought that there were other factors 
involved besides antibiotics, such as, 
colon malignancy, bowel obstruction 
and paralytic ileus. They emphasized 
the fact that micrococcus pyogenes 
secretes an enterotoxin responsible for 
the appearance of the symptoms. 

Markley, Carson, and Halzer, in a 
study of fourteen cases,’ suggested that 
the common denominator for this dis- 
ease is impairment of blood supply to 
the intestinal tract. Twelve of the four- 
teen cases presented showed local or 
systemic circulatory disturbances as a 
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HORACIO R. CRUZ, M.D. 


Somerville, Massachusetts 


result of intrinsic factors, e.g., embolus, 
thrombus and extrinsic factors as 
volvulus and strangulated hernia. 

Others blame the preoperative prepa- 
ration of the intestine with antibiotics 
as a possible etiology of the disease. 

Penner and Bernheim’ studies on 
shock noted the pseudomembranous 
changes in forty autopsied cases and 
contended that shock is the probable 
etiological factor. Shock is probably 
a terminal affair, the result of fluid and 
electrolyte imbalance caused by diar- 
rhea and vomiting, and also is enhanced 
by the enterotoxin produced by the 
staphylococcus. 

Case Reports As a surgical resi- 
dent spending six months in the Depart- 
ment of Pathology at Marymount Hos- 
pital, | was fortunate to follow-up all 
eight pseudomembranous enterocolitis 
cases and autopsied all who died. Only 
three cases will be presented in detail, 
since they exemplify the variations of 
three different clinical courses. 

Case |. G.N., a 26-year-old female, 
was first seen in the Emergency Room 
for first and second degree burns of the 
chest, perineum, buttocks, thighs, and 
legs. The burns were estimated to be 
less than 20% of the total body area. 
She was conscious, coherent, and slightly 
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CASE | (Fig. 1)—First and second degree 
burns of both thighs, buttocks, and perineum. 
Estimated total body area involved was more or 


less 14%. 


(Fig. 2)—The pseudomembrane involves the 
ileum, cecum, and ascending colon. Note thin- 
ning out of the intestinal wall as a result of 
marked distention. 


(Fig. 3)—Close-up of intestinal mucosa show- 
ing the presence of numerous dark, yellowish thin 
membranes, varying in size and shape. 


febrile. Past history revealed hospitaliza- 
tion for anxiety state more than a year 
ago. Blood pressure was 70/50 and 
pulse 100 per minute. Emergency treat- 
ment for the burns was given and the 
started on 2 cc. of 
Sulfate and 


patient was 
Combiotic,® Morphine 
intravenous fluids. 

On the second hospital day, her uri- 
nary output was markedly diminished. 
The hematocrit was 57% and white 
blood cell count 22,250. Urinalysis re- 
vealed 20-38 red blood cells per high 
power field and 2-4 white blood cells. 
Albumin was 1 plus. She was again 
given intravenous fluids and blood and 
was started on Gantrisin.® Her condi- 
tion seemed to improve, she was taking 
fluids in adequate amounts and food 
by mouth. Her urinary output was satis- 
factory. The burned areas were also 
healing progressively. However, on the 
fourth hospital day, she started to spike 
a temperature, and from then on it 
fluctuated between 99°F. to 103°F. 
Leukocytosis was again noted. Combi- 
otic and Gantrisin had been continued. 
On the sixth hospital day, Gantrisin was 
discontinued and the patient was then 
placed on Achromycin. Her temperature 
never returned to normal, and reached 
a height of 103°F. on the tenth hospital 
day. She had loose bowel movements 
and the stool was coated with blood 
and mucous membrane. She had an av- 
erage of four bowel movements a day. 
Because of this diarrhea, Achromycin 
was discontinued after the patient re- 
ceived a total of 5.25 grams. 

On the thirteenth hospital day she 
complained of abdominal cramps asso- 
ciated with slight abdominal distention, 
nausea and vomiting of greenish-black 
material. Diarrheic stools were more 
liquid in appearance, and the distention 














became progressively marked so that a 
drainage tube was inserted. Stool cul- 
ture revealed many hemolytic staphylo- 
coccus, coagulase positive. She devel- 
oped body twitchings, weakness, numb- 
ness of extremities, excessive thirst and 
dizziness. The blood electrolytes, re- 
peated on several occasions, revealed a 
depletion of sodium, (125 meq.). Loose 
watery stools mainly of 
mucus persisted. 

Finally, two days later, the patient 
went into peripheral circulatory col- 
lapse and expired on the twenty-fourth 
hospital day, approximately two weeks 
after the onset of the diarrhea. 

Postmortem findings revealed a 
marked gastrointestinal dilatation and 
the presence of numerous, thin, yel- 
lowish-gray to dark yellow fibrinous 
membranes in the ileum, cecum and 
part of the ascending colon. The re- 
mainder of the colon was not as exten- 


consisting 


sively involved. Postmorten blood cul- 
ture taken from the heart showed many 
aerobacter areogenes and a few hemo- 
lytic Staphylococcus albus organisms. 
Direct smear showed many gram-nega- 
tive bacilli and moderate number of 
gram-positive cocci in clusters. The 
same findings were noted in the stool 
culture on the postmorten specimen. 

Summary: Except for a previous psy- 
chiatric condition, this young healthy 
woman was admitted because of exten- 
sive body burns and received a variety 
of broad-spectrum antibiotics. Two 
weeks after the onset of intractable di- 
arrhea, she expired without a definite 
clinical diagnosis. 

Case 2. A.G., a 64-year-old white 
male was admitted to the hospital com- 
plaining of acute urinary retention sec- 
ondary to prostatic hypertrophy. Past 
history included reactive depression for 
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which he has been receiving psychiatric 
treatment. 

He had been having difficulty in 
starting a stream of urine, dysuria and 
frequency of several years’ duration. 
Pertinent physical findings on admis- 
sion revealed a patient with a blood 
pressure of 154/70, pulse of 102 per 
minute and a temperature of 99.2°F. 
The heart and lungs were essentially 
normal. No abnormality was noted on 
the abdomen. Rectal examination re- 
vealed a 3 plus prostatic enlargement. 
Urinalysis showed a 2 plus albumin and 
a 3 plus sugar. Fasting blood sugar was 
135 mg. %. 

On the second hospital day the pa- 
tient was started on Terramycin. He 
was taken to surgery on the fourth hos- 
pital day after a medical consultation 
passed favorably on his general condi- 
tion. A suprapubic prostatectomy was 
done and the histopathological report 
was nodular glandular hyperplasia of 
the prostate. In the afternoon following 
surgery, his temperature went up to 
102°F. and the patient was apprehen- 
sive, confused, but conscious. He could 
not be convinced that he had had sur- 
gery done. He was noted to have slight 
abdominal distention. Fasting blood 
sugar was 252 mg. %. 

On the fourth postoperative day his 
abdomen was still noted to be distended, 
but soft and non-tender. He had no 
diarrhea. Finally at 2:30 a.m. on the 
fifth postoperative day, the patient went 
into a semiconscious state associated 
with cold sweating. Blood pressure was 
100/60, pulse was 130 per minute and 
temperature 103°F. 

His condition became progressively 
worse; his blood pressure reached 
shock level; his pulse became weak and 
at times unobtainable. An electrocardio- 
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CASE Il (Fig. 


distention showing the bowel forcing its way 


1)—Diffuse gastrointestinal 


out through the incisional wound during autopsy. 


(Fig. 2)—Diffuse fibrinous membrane covering 
the greater portion of the intestinal mucosa. 
Membranes are greenish to red in color and are 
more confluent and diffusely scattered in the 
terminal ileum and colon. 


(Fig. 3) —Close-up of the transverse colon show- 
| ing the greenish to red confluent membranes. 
The intervening mucosa appears grayish-brown 





in color. 





gram failed to show any recent infarct. 
He was given 250 mg. of Terramycin 
intravenously. He expired at 1:55 p.m. 
of the same day. 

Postmortem findings revealed ascites, 
650 cc., and marked gastrointestinal 
dilatation. There was evidence of a 
diffuse fibrinous mucosal 
greenish-yellow in color, found to be 
confluent and diffusely scattered in the 
terminal ileum and the entire colon. 
In the region of the rectum, the lesion 
appeared to be similar to that of small 
vesicles. 

Summary: This elderly male, with a 
past history of reactive depression, fol- 


membrane, 


lowing a suprapubic prostatectomy, de- 
veloped abdominal distention postopera- 
tively, on the fifth postoperative day 
went into peripheral vascular collapse 
which was unexplained, and twelve 
hours later expired. This patient had 
no diarrhea during the course of his 
disease. 

Only one broad-spectrum antibiotic 
was given in this case. 

Case 3. G.C., a 40-year-old, seven- 
month pregnant woman, was admitted 
because of a suspicion of diabetes. She 
was Gravida IV and Para III. Her last 
delivery was a year ago at which time 
she gave birth to a large ten pound 
stillborn. There was sugar in her urine 


(Fig. 4)—Lesions in the rectum appearing as 
small reddish vesicles. 
































CASE Wl = (Figs. | and 2)—Front and lateral view of 
distended abdomen simulating a full-term pregnancy. 


four months prior to this admission, tion of labor was done. Meanwhile, 
and a glucose tolerance test confirmed Terramycin was discontinued after the 
the diagnosis of diabetes mellitus. patient received a total of 4.75 gm. 

Pertinent physical findings revealed During the removal of the fetus, lacera- 
a blood pressure of 112/60; tempera- tion of the cervix extending to the 
ture was 99°F. and pulse 100 per min- lower uterine segment necessitated re- 
ute. Her abdomen was globularly en- pair. There was a moderate blood loss, 
larged and compatible with the age of — the patient was packed and transfused. 





pregnancy. Auscultation revealed evi- Her diabetes was under control. Blood 
dence of fetal life. Urinalysis revealed sugar was reported 117 mg. %. She was 
a 3 plus sugar and was positive for placed on combiotics prophylactically. 
acetone. Hematological examination re- Her temperature continued to rise up 
vealed a white blood count of 10,800 to 102°F. She was then placed on 500 
g. of Achromycin initially and 250 


mg. every six hours. The hemoglobin 





and hemoglobin of 10.4 grams and a 


53 5 


hematocrit of 34%. Fasting blood sugar 


was 270 mg. %. was 8.3 grams and the hematocrit 28% 
On the second hospital day, her tem- at this time. She was again transfused. 
perature rose to 1OL°F., and because On the second postoperative day, the 


of this she was started on Terramycin, patient complained of nausea and lower 





: 250 mg. every six hours. Fetal heart abdominal pain associated with slight 
beat remained regular. Her temperature abdominal distention. She had seven 






reached a normal level on the fourth loose stools on that day. Achromycin 
hospital day. However, on that day no was discontinued after the patient re- 
fetal heart beat was heard. The patient ceived a total of 1.5 grams. She was 
became very apathetic and depressed, started on oral Albamycin 250 mg. 







crying most of the time and expressed every four hours. The abdominal dis- 






a “guilt and shame” complex. A diag- tention continued to become progres- 






nosis of acute reactive depression was sively more marked. A Cantor tube 
made by the psychiatrist. was inserted. Proctoscopic examination 

Because of the patient’s emotional con- showed marked inflammation with mu- 
dition, as well as the diabetes mellitus cous sheets and a few  non-discrete 












and the presence of fetal death, induc- papules. A diagnosis of pseudomem- 
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(Fig. 3)—Again marked abdominal distention of 
viscera at autopsy. 





(Fig. 5)—Note the marked edema of the 
intestinal wall. Proctoscopy is obviously a 
valuable aid in earlier recognition of the 
disease. 






(Fig. 4)—Scattered throughout the intestinal 
mucosa are confluent greenish-yellow membranes 
and necrosis from the cecum to the anus. 
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branous enterocolitis was made. The pa- 
tient was given 500 mg. of Albamycin® 
in 1000 cc. of normal saline, alternately 
with blood transfusions. Her condition 
improved temporarily, but later went 
downhill. The blood pressure and pulse 
reached shock levels and she expired on 
the nineteenth hospital day, or the fifth 
day after the onset of diarrhea and 
abdominal distention. Stool culture 
contained only E Coli. 

Postmortem findings revealed ascites 
of 1100 cc. and dilatation of the small 
and large intestine. The same fibrinous 
membrane as was found on proctoscopy 
was found to be more confluent and dif- 
fusely scattered throughout the mucosa 
of the large intestine. 

Summary: This 40-year-old pregnant 
woman was admitted for evaluation of 
recently developed diabetes. She became 
febrile soon after admission, and on the 
fourth hospital day fetal death occurred. 
She then developed an acute depressive 
state. Delivery of the dead fetus was 
induced on the twelfth day of hospitali- 
zation. Numerous broad-spectrum anti- 
the 
second postoperative day she developed 
diarrhea and abdominal distention, and 
died five days later. 

Clinical Features The 
symptoms are: (1) elevated tempera- 
ture, (2) abdominal distention and/or 
diarrhea and (3) shock. 

The symptomatology of this disease 
gathered from the eight cases we had, 
is initially characterized by an elevation 
of temperature usually above 101°F. 
and as high as 104°F. Pulmonary in- 
volvement or wound and kidney infec- 


biotics were continued, and on 


triad of 


tion is usually the original clinical diag- 
nosis. This fever is followed a few hours 
later by abdominal distention and/or 
diarrhea. Diarrhea is intractable in 
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type and usually occurs five to ten times 
a day. The stool is mustard yellow in 
color, foul smelling, liquid and contains 
much mucus. Sometimes the specimen is 
watery and consists of very little fecal 
material, but at times may contain 
pieces of membrane. Distention may be 
absent, but if present it is so marked 
that it appears like an abdomen at a 
full-term pregnancy (See Case III, Figs. 
1 and 2). The flat plate of the abdomen 
always shows a picture consistent with 
a paralytic ileus. Within a week shock 
sets in as a result of fluid and electrolyte 
imbalance due to vomiting and diarrhea 
and also enterotoxin secreted or pro- 
duced by the organism, staphylococcus. 
The interval between shock and death 
is short. This is frequently diagnosed 
as pulmonary embolism or myocardial 
infarction. 

Once the patient goes into shock, the 
prognosis is very poor, the outcome is 
usually fatal. With immediate therapy 
regarding the correction of the fluid 
and electrolyte imbalance and with 
proper antibiotics, the patient’s life can 
be saved, if the diagnosis is made early, 
at least before shock supervenes. 

Pathology = The site of involvement 
can be anywhere in the gastrointestinal 
tract as in the stomach, esophagus, 
duodenum, ileum, small and large in- 
estine. However, on our cases the site 
was usually confined to the ileocecal 
region and the colon and rectum. The 
gross pathology consisted of mem- 
branes varying in size, shape and color. 
The color may be green, greenish- 
yellow, yellow-red, or cream. The mem- 
brane may be confluent or isolated 
(Case 1. Fig. 4; Case II. Figs. 3, 4; 
Case III. Fig. 5). These can be wiped 
off or peeled off easily in most cases 
leaving a superficial to deep ulceration 
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(Case III. Fig. 4.). 

Histologically the membrane consists 
of fibrin and necrotic cellular debris 
of mucus and bacteria. There is edema 
of the mucosa and submucosa. Capil- 
laries are dilated. Ulceration may affect 
the tip of the villi or involve the 
submucosa. 

Proctoscopic Examination Since 
the membranous colitis involved the 
rectum in at least 50% of our small 
series, proctoscopic examination ante- 
mortem could be used as a valuable 
diagnostic adjunct for earlier recogni- 
tions. This examination has not been 
mentioned previously in the literature 
and yet we feel that it has been ex- 
tremely valuable in a few of our difficult 
diagnostic problems. A positive finding 
of membranes can be used as a definite 
diagnosis especially when combined 
with smear and culture studies. In. pa- 
tients without diarrhea, the proctoscopic 
examination can at times be the only 
definitive test available. However, it 
must be emphasized that a negative 
proctoscopic examination does not ex- 
clude the diagnosis of pseudomembran- 
ous enterocolitis. Needless to say, it is 
imperative that the examiner be familiar 
with the varying appearances of the 
membranes. A sigmoidoscopic examina- 
tion is not advisable because of the fact 
that positioning the patient for the 
examination requires considerable effort 
on the part of the patient who frequently 
is weak and occasionally may even be 
in shock. In addition, the wall of the 
intestine may be extremely thinned out 
so that perforation of the bowel is pos- 
sible. Proctoscopy can be performed 
with the patient in a lateral position 
(Cases II and III, Fig. 5). 

Examination of Stools = The gross 
characteristic appearance of the stools 
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has been previously mentioned. Culture 
in agar shows the gelatin yellow col- 
onies, circular in shape and measuring 
from 1-2 mm. in diameter. They have 
a smooth, convex surface. It is called 
Staphylococcus aureus if golden in 
color, Staphylococcus albus if white. The 
color change, however, is not as good 
a test of pathogenicity as is the coagulase 
test. 

Comment On reviewing the charts 
of the eight patients and careful ques- 
tioning of their families and physicians, 
an interesting new observation was 
noted. All of these patients had a history 
of psychiatric disturbance and most had 
undergone or were undergoing psychi- 
atric therapy. These included anxiety 
hysteria, reactive depression, senile 
psychosis and chronic alcoholism. The 
psychiatrist who saw some of the pa- 
tients prior to the development of their 
terminal disease was somewhat alarmed 
enough about this fact to cause to have 
a nose and throat culture taken, think- 
ing that he might have been a carrier. 
No staphylococcus was isolated. With 
these observations the question arises, 
“Is this just a coincidence in series too 
small or is this a contributory factor 
in the development of the disease?” This 
observation has not been mentioned 
previously in the literature. 

Pseudomembranous enterocolitis cases 
published in the recent literature include 
a large number of patients who had 
operations for peptic ulcers and ulcera- 
tive colitis. Pettet, Baggenstoss, Judd 
et al, listed peptic ulcer in second place 
as an operative diagnosis in the case 
of generalized pseudomembranous en- 
terocolitis. Wakefield and Sommers" 
had three cases, two of which had an 
operation for peptic ulcer and one for 
ulcerative colitis. If we are inclined to 
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TABLE Il 


CLINICAL SYMPTOMS 








Case Initial Abdominal Status of 
Temp. Distention-Onset Diarrhea-Onset Shock Patient 

i. Present—15th hospital Present—Illth hospital Present Died 

N.G. 103.2°F. day day 

2 Present—lst post- Absent Present Died 


operative day 


3: Present—2nd post- 
C.G. 101.8°F. operative day 


4, Present—3rd _ post- 
pL: 101.5°F. operative day 

>. 

5:7. 104.4°F, Absent 

6. 

ALT. 101.0°F. Absent 

E. M. 103.0°F. Present 

8. 

C. G. 104.0°F. Absent 


Present—2nd_post- Present Died 


partum day 


Absent Present Died 


Present—2nd post- Present Died 


operative day 
Present—2nd post- Present Died 
operative day 


Present—tth post- Absent Living 
operative day 
Present—2Ist post- Absent Living 


operative day 





believe that these diseases have a psy- 
chogenic background, we can therefore 
accept the relationship of pseudomem- 
branous enterocolitis to these  dis- 
orders. 

Are ulcerative colitis and pseudo- 
membranous enterocolitis related dis- 
eases? Does the only difference lie in 
the commonly isolated organism, strepto- 
coccus in ulcerative colitis and staphylo- 
coccus in pseudomembranous entero- 
colitis? Staphylococcus is usually more 
virulent in the gastrointestinal tract than 
streptococcus, thus producing more 
acute symptoms and pathology. Ordi- 
narily, ulcerative colitis is gradual in 
onset but it also can appear in the acute 
form too, and can produce the pseudo- 


membranous changes with associated 
diarrhea and elevation in temperature. 
In fact, the gross and histological ap- 
pearance of the intestine in pseudo- 
membranous’ enterocolitis after the 
membrane has sloughed off, does leave 
a shallow to deep ulceration which close- 
ly simulates a picture of acute ulcerative 
colitis. 

In 1930, Murray'® made the first psy- 
chologic studies of patients with colitis. 
He noted a close association between 
the psychologic pattern and onset of 
colitis. It has also been experimentally 
shown that in periods of tranquility the 
bowel is pale in color, immobile and 
with a small amount of thin watery 
mucus secretion low in lysozyme. How- 
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TABLE Ill 





DIAGNOSTIC AIDS 














Case Stool Culture Proctoscopy 
ie 

N.G., Staphylococcus albus-coagulase positive No 

2 No diarrhea 

A.G. Staphylococcus albus-coagulase positive Yes—positive 
os 

CG; Escherichia Intermedium Yes—positive 
1, No diarrhea 

rS; No enteric pathogenic organism Yes—positive 
5 

5 Z. Staphylococcus aureus-coagulase positive Yes—negative 
6. 

AST; Staphylococcus aureus-coagulase positive No 

he 

E. M. Staphylococcus aureus-coagulase positive Yes—positive 
8. 

C.G. Staphylococcus aureus-coagulase positive No 





ever, during emotional stress the find- 
ings are different. The intestine is en- 
gorged, hyperactive and covered with 
a_ thick, tenacious mucus high in 
lysozyme. 

This observation probably indicates 
some disturbance in the innervation of 
the intestine caused by abnormal nerv- 
ous impulses acting by way of the auto- 
nomic nervous system. Hyperfunction 
may result in damage of the colonic 
tissue or mucosal fragility, diminishing 
its resistance to bowel organisms, e.g., 
staphylococcus. The suppression of the 
normal flora by the antibiotics is cer- 
tainly also a contributory factor. Levine 
and Porter,’® experimenting on dogs, 
were able to produce diarrhea with 
(Vol. 12, No. 3) JUNE, 1961 





mucus on disturbance of the autonomic 
system. Hyperemia and edema of the 
bowel were also noted. 

The eight patients with this disease 
as shown in the accompanying table, 
received antibiotics, mostly Combiotic, 
Terramycin and Achromycin. The 
smallest dose was that of Terramycin 
1.55 gm. and 4 cc. of Combiotic, and 
the largest one was Chloromycetin 22 
gm. and 66 cc. of Combiotic. 

The stool cultures in only six cases 
were positive for staphylococcus as 
shown in Table III. In one case, (No. 
4), the patient never had diarrhea and 
culture of his stools taken from a nor- 
mal bowel movement showed no enteric 
pathogenic organisms. If this disease 
187 








TABLE IV SHOCK 








Case Appearance of Shock Interval between Shock and death 
A, 

N.G. 15th hospital day 5 hours, 53 minutes 
2. 

A.G. 4th postoperative day 11 hours, 25 minutes 
3 

C.G. Sth postoperative day 10 hours, 5 minutes 
4, 

J.S, 4th postoperative day 13 hours, 30 minutes 
5. 

j.Z. 7th postoperative day 8 hours, 30 minutes 
6. 

AS a. 7th postoperative day 8 hours 

E. M. None None 

8. 

C.G. None None 





progressed longer and diarrhea had ap- 
peared, the culture could have eventually 
been positive for staphylococcus and 
be similar to the seventh case, where no 
pathogenic organism was found at 
first but became positive a few days 
later. 

These findings, then, go along with 
the popular belief that micrococcus 
pyogenes and antibiotics have something 
to do with the development of this 
disease. 

Proctoscopic examination was done 
on five of the cases, four of which were 
found to have the disease as verified at 
autopsy and/or positive stool cultures. 
In one case, (No. 5), a proctoscopic 
examination was done but did not show 


any pseudomembrane. At autopsy, the 
lesion in this case was confined to the 
ileocecal region. In the last case, procto- 
scopic examination was not done, since 
the patient just had a transplant of the 
ureter to the sigmoid. 

Except for one, (No. 1), all had a 
surgical procedure done. Two cases, 
(No. 5, 7), had operations for impair- 
ment of blood supply to the intestine. 
Markley, Carson and Holzer made a 
similar observation. Dixon and Weis- 
mann’® believed that intestinal operation 
is a possible etiology. But as men- 
tioned above, only two had intestinal 
operations and, in one of the two cases, 
reduction of torsion and lysis of adhe- 
sions was done. All the other six cases 
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had non-intestinal operations. 

Shock was present terminally in all 
six cases, except two, and that included 
those who lived. Penner and Bernheim™ 
proposed that the lesion of pseudo- 
membranous enterocolitis is the result 
of shock. In most of our cases, the 
disease was diagnosed by proctoscopy 
and stool cultures before onset of shock. 
One that lived did not develop shock. 
The interval between shock and death 
was from five to thirteen hours. The 
shortest was five hours and fifty-three 
minutes and the longest thirteen hours 
and thirty minutes. In the latter, the 
patient did not develop any diarrhea. 
This probably explains the reason for 
its longer duration, since there was no 
contributory fluid and electrolyte im- 
balance. The cause of shock in these 
patients was most likely due to the 


enterotoxin liberated by the organism. 
Within this short period of shock, it 
seems unlikely that pseudomembranous 
changes could occur so rapidly. 

Abdominal distention and/or diar- 
rhea follow the elevation of tempera- 
ture. We had two cases without any 
diarrhea but with abdominal distention 
only. These are the 2 cases with the 
longest duration of shock in series. 
We also had two cases without ab- 
dominal distention but with diarrhea. 
Whatever the cause of this serious dis- 
ease may be, the best treatment is early 
recognition so that immediate therapy 
can be started. Correction of the fluid 
and electrolyte imbalance, proper anti- 
biotics and restoration of the normal in- 
testinal flora must be given as soon as 
the diagnosis is strongly suspected or 
definitely proven. 


Summary 


1. History of psychiatric disorders 
were noted in all cases. Whether this 
is just a coincidence or a contributory 
factor remains to be proven. 

2. Proctoscopic examination should 
be used as a valuable diagnostic aid 
in earlier recognition of the disease. 
The absence of the membranes does 
not exclude the diagnosis, however. 

3. A possible relationship between 
an acute ulcerative colitis and pseudo- 
membranous enterocolitis was dis- 
cussed. They may have the same 


from our cases were: (1) elevated 
temperature, (2) abdominal disten- 
tion and/or diarrhea, and (3) shock. 

5. Shock is a terminal affair, and 
once it appears the prognosis is poor. 
The interval between shock and 
death seems too short for an extensive 
pseudomembranous change to occur. 

6. This disease can occur in non- 
intestinal operations or in patients 
without any surgical procedure. 

8. Early recognition and immedi- 
ate therapy is the only successful 


symptomatology and pathology. Their treatment. 
only difference probably lies in the 
offending organism. Somerville Hospital 
4. The triad of symptoms gathered 30 Crocker Street 
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FECAL IMPACTION 


WALTER C. BORNEMEIER, M.D., Chicago, Illinois 


Fecal impaction is a subject about which very 
little has been written, yet is occurs relatively fre- 
quently, When it occurs, it can be a most uncom- 
fortable condition and can cause a variety of 
symptoms. The dignosis is usually made in two 
parts. Part one is to think of the condition; part 
two, digital examination of the rectum. 


Tre symptoms of impaction 
are the symptoms of bowel obstruction 
in early stages plus pelvic discomfort. 
There can also be a desire to have a 
bowel movement. These symptoms are 
usually vague and so closely resemble the 
average day-to-day discomforts of peo- 
ple, that not too much attention is paid 
to the complaint. Many times it cannot be 
classed as a complaint and, many times. 
the complaint is just routine conversa- 
tion in making rounds on hospitalized 
patients. 
nausea, bowel movement are the routine 


Questions concerning food, 


way of creating a bit of conversation in 
order to get the general idea of the 
patient’s well being. Whether the bowels 
have moved or not does not ordinarily 
cause a change in the management, be- 
cause a patient with cramps and a de- 
sire to go to stool is considered a nor- 
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mal person getting ready to have a 
bowel movement, and the matter can be 
dismissed as a healthy normal person 
who will not need the disturbing inter- 
ference of a physic or enema, which we 
avoid if we can. 

most fre- 
quently in the following situations: 


Fecal impaction occurs 

1. Postoperative 

2. Pelvic and perineal inflammatory 
conditions 

3. Bed-ridden patients 

4. Persons taking long auto rides 

5. Persons on low residue diets 

6. Abdominal injuries. 

patients should be 

watched carefully for signs of impac- 

Actually, if a patient’s intestinal 

tract is quite well cleaned out before 

surgery and not much food is taken 

during the immediate postoperative peri- 


Postoperative 


tion. 
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od, a bowel movement will be delayed 
for a number of days. That very fact 
makes it unusual to think of impaction 
if a patient develops abdominal cramps. 
pelvic discomfort, nausea, and other 
signs of bowel obstruction. These signs 
and symptoms in a greater or lesser de- 
gree, precede the normal evacuation, so 
it is possible not to recall the complaint 
the following day: By then, sedation 
or a minor ileus, may have caused the 
symptom to subside, so it is two, three 
or four days later as we palpatate a dis- 
tended abdomen that we again ask 
whether the bowels have moved. Even 
then, we may order a small enema and 
then two days later find out that the 
enema returned clear, that the disten- 
tion has not disappeared, the patient 
has not eaten for twenty-four hours and 
his general condition is poor. About 
then as simple a diagnosis as fecal im- 
paction does not seem enough to cause 
all the symptoms, including lethargy, 
elevation of temperature, etc. So in- 
travenous fluids are ordered, a nasogas- 
tric tube is put down to relieve the dis- 
tention and another enema is ordered, 
or blood chemistries suddently seem 
necessary and we have a really sick 
patient. 

Twenty-four hours later, the patient 
is improved, the fluids, the decompres- 
sion, and general care have helped the 
patient, the enema is presumed to have 
worked well because some gas was 
passed, so the physician is again lulled 
into putting his hands in his pocket in- 
stead of a finger into the rectum, and 
another twenty-four hours goes by. By 
then, it is one week postoperative and 
the patient wants to go home, but still 
feels badly, is distended, cannot eat, 
belches frequently, About this time, 
the physician asks the patient about 


bowel movement, and is horrified that 
no stool has passed, and the patient 
states that she feels like a grapefruit is 
lying in her rectum. A glove and lubri- 
cant quickly substantiates the diagnosis. 
and a twenty-four-hour vizorous regime 
of evacuating the rectum is begun. 
Treatment 
member about the treatment of impac- 


The first thing to re- 


tion is that no simple, harmless pro- 
cedure will work rapidly. Heroic 
measures are seldom necessary; heroic 
measures could be harmful. Manual re- 
moval of the impacted stool is an un- 
comfortable procedure, yet a_ partial 
breakup of the mass is sometimes needed 
and can be done without too much dis- 
comfort. Breaking up the mass facili- 
tates softening by enema, and helps by 
making smaller particles available for 
passage. Sometimes a relaxed sphinc- 
ter permits removal of some of the 
smaller masses. 

Enemas are usually ineffective, if the 
mass is permitted to remain intact, un- 
less very harsh solvents are used, Per- 
oxide at one-half strength usually will 
break up the mass, but will also cause 
irritation and bleeding. I have seen 
patients bleed a bit for a week after 
using fifty percent peroxide, yet | would 
not hesitate to use it, if the patient could 
not tolerate a manual breaking up of 
the mass, and several enemas produced 
no result. 

Ordinary enemas, oil retention, soap 
suds and 1-2-3 enemas do not custom- 
arily produce results. | would recom- 
mend manual fracture of the mass and 
then an ordinary enema. Catharsis does 
not remove the mass. It merely forces 


loose stool past it. 





Presented at the Thirteenth Annual Teaching 
Seminar, April 11, 1961, The Drake Hotel, 
Chicago, Illinois. 
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I should like to cite five patients to 
illustrate typical cases, 

@ In 1930, about six months after | 
was accepted by a preceptor for train- 
ing in general surgery, a call came in 
from a physician on the West side who 
frequently sent us surgical patients. My 
preceptor was away on vacation, and it 
was with reluctance that the referring 
doctor was persuaded that I could oper- 
ate upon a pelvic abscess. He had a pa- 
tient with erysipelas, at home and being 
contagious, he could not hospitalize her. 
On his diagnosis, I packed up the instru- 
ments and ether and met him at eight 
the next morning. While the instru- 
ments were boiling, I prepared to ex- 
amine the woman who was making a 
good recovery from erysipelas. Vaginal, 
bimanual examination revealed a mass 
bulging into the posterior vagina. In 
attempting to find out where the softest 
spot was located, I pressed into the 
mass and the indentation stayed. A 
finger into the rectum confirmed my 
diagnosis of fecal impaction. | returned 
to the kitchen, turned off the fire under 
my armamentarium and told the pa- 
tient’s physician what I thought. Then I 
told the patient she would first need an 
enema. A pint of peroxide stood in 
the medicine cabinet. I prepared a 
fifty percent peroxide enema and soon 
had carried two bed pans’ full of stool 
to the bathroom and reexamined the 
woman. No pelvic abscess existed. 

@ The next patient is a thirty-five- 
year-old female on whom [ had per- 
formed a hysterectomy. She had a 
rather uncomfortable postoperative 
course. Morphine and Demerol did not 
relieve her, as they should have, and she 
admitted to a certain amount of addic- 
tion. About two weeks after she was 
discharged from the hospital, she was 
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brought back by ambulance, distended. 
vomiting, dehydrated and in excruciat- 
ing pain. The first question | asked her 
concerned bowel movement, and_ she 
could not remember when her bowels 
had moved last. A finger in the lower 
bowel confirmed the suspicion of impac- 
tion. The mass was fractured. Two 
productive enemas relieved most of her 
symptoms. The etiology was probably 
sedatives, low residue diet and abdomi- 
nal postoperative pain. 

@ The third case, an eighty-five-year- 
old man, came in complaining of hemor- 
rhoids. He had a few tender piles, a 
very tight sphincter due probably to 
spasm and a massive impaction. | broke 
up the mass in the outpatient depart- 
ment, but no hospital bed was available 
until afternoon, so the patient went 
home, to return for enemas in the after- 
noon, and then surgery to dilate the 
sphincter and for removal of the hemor- 
rhoids. When he came back at four 
P.M., six hours after fracture of the im- 
paction, he had had three large stools 
and the rectum was empty. 

@ The fourth patient fell downstairs 
and had, besides his fracture of the left 
arm and concussion, evidence of ad- 
dominal injury. I was asked to see him, 
and watched the abdomen for three or 
four days until I was satisfied that sur- 
gery was not needed. About ten days 
after the injury, I was called because the 
abdomen was suddenly distended, the 
patient was vomiting and in extreme 
pain. He was having frequent small 
loose stools, A finger in the rectum re- 
vealed a huge firm mass of impacted 
feces, most of which was removed manu- 
ally without much discomfort. In 
twenty-four hours, the patient was still 
having frequent loose stools, but by the 
next day he felt well again. 








@ Recently, I saw a woman whom | 
had operated upon for a carcinoma of 
the transverse colon in 1948. Her physi- 
cian now suspects a right colon tumor. 
In looking up her hospital record, I find 
two One 
about seven days postoperative says she 
is having rectal bleeding for the past 


notations of interest. note 


two days. My diagnosis was bleeding 
from the sutured margins at the anas- 
tomosis. Next day I have a note that 
this woman, unknown to me, had gotten 
a “hot peroxide enema” because of 
fecal impaction, five days postopera- 
tively. The bleeding lasted about six 
days. 


Summary 


These cases illustrate several cate- 
gories in which fecal impaction oc- 
curs. They also help to illustrate the 
fact that you will need to put a finger 
into the rectum, even if a diarrhea is 


present. The treatment is simple, 


mechanical, and usually without in- 
cident, but must be carried out slowly 
and with a bit of caution. 

The old adage still holds true that 
a specialist is a doctor who does a 
rectal examination. 
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Newer Medicinals 


Aristoderm Foam, 15 cc., Lederle 

Indications: For the treatment of various der- 
matoses including eczema, dermatitis and 
pruritus. 

Description: 15 cc. (new size) push-button 
pressure bottle. Contains 15 mg. of Aristocort 
triamcinolone acetonide, 24 mg. of methylpara- 
ben, and 6 mg. of propylparaben. 

Dosage: Topically three or four times daily. 

Supply: Fifteen cc. 


Cotazym-B, Organon 

Indications: For symptomatic relief of various 
gastrointestinal disturbances, such as intolerance 
to fatty foods, bloating, belching, indigestion, 
and flatulence. 

Description: Contains lipancreatin, which pro- 
vides the most potent lipase activity available 
for the digestion of fat. It also provides 
enzyme potency for digestion of starch, protein, 
and cellulose. 

Dosage: Two tablets with water a.e. 

Supply: Twenty-four and forty-eight tablets, 


Doriden Capsules, Ciba 

Indication: Orally effective 
sedative for night-time, daytime, 
operative sedation. 

Description: Each capsule contains 0.5 Gm. 
of glutethimide. 

Dosage: As a night-time sedative—0.5 Gm. 
at bedtime. Dose may be repeated if neces- 
sary, but not less than four hours before arising. 
As a daytime sedative—0.125 to 9.25 Gm., 
t.i.d., after meals. As a preoperative sedative 
—0.5 Gm. the night before surgery; 0.5 to | 
Gm. one hour before anesthesia. 

Supply: One hundred capsules. 


nonbarbiturate 
and pre- 


Emivan, U. S. Vitamin 

Indications: A new central nervous system 
stimulant. Principal action is stimulation of the 
respiratory center. 

Description: Chemically, diethylamide of 
vanillic acid (3-methoxyl-4-hydroxybenzoic acid 
diethylamide). 

Dosage: For emergency use administered in 
intravenous fluids. Use 250 cc. of a saline or 
dextrose solution containing one Gm. Deliver 
at a rate of approximately 10 mg./minute, until 
restoration of desired level of consciousness. 

Supply: 2 cc. ampuls—5s, 25s, and 100s; 10 
cc. ampuls—lIs, 5s, and 25s. 


Heb-Cort V, 4% Lotion, Barnes-Hind 


Indications: For the topical treatment of 
allergic dermatosis, neurodermatitis, pruritus, in- 
fantile dermatitis, atopic dermatitis, and other 
non-specific dermatologic disorders. 

Description: Light beige opaque lotion con- 
taining hydrocortisone alcohol, U.S.P. '4% 
and iodochlorhydroxquin, U.S.P., 3% in HEB 
Lotion. 

Dosage: Apply gently two or three times a 
day after cleansing the affected areas. 

Supply: Two oz. plastic squeeze bottle. 


Nactisol, McNeil 


Indications: Provides control of disturbances 
of gastric acid secretion and gastrointestinal 
motility when complicated by tension and 
anxiety. 

Description: Each tablet contains 
Sodium, 15 mg. and Nacton, 4 mg. 

Dosage: One tablet three or four times daily, 
before meals and at bedtime. 

Supply: Bottles of 100s and 500s. 


Butisol 


Vioform-Hydrocortisone Mild, Ciba 


Indications: Useful for eczematous eruptions 
in acute, subacute and chronic stages and for 
control of inflammation, erythema, local edema, 
scaling, and pruritus. The Mild Ointment is 
especially indicated for dry lesions accompanied 
by thickening and scaling of skin; the Mild 
Cream has a slightly drying effect, useful for 
moist, weeping lesions. 

Description: Contains 3% Vioform. and 0.5% 
hydrocortisone. 

Dosage: Apply three to four times daily. 

Supply: Mild Cream, one oz. tubes; Mild 
Ointment, one oz. tubes. 


Zymenol Chocolate, Nicholas-Glidden 


Indications: For relief of constipation. 

Description: New chocolate-flavored. Con- 
tains mineral oil (50%) with brewer's yeast 
(12%). Sugar-free. 

Dosage: Adu!ts—two tablespoonfuls at bed- 
time; children (six to twelve years) —one table- 
spoonful at bedtime; children (three to six)— 
one heaping teaspoonful at bedtime: children 
(under three)—one-half to one teaspoonful. 

Supply: Fourteen fl. ozs. 
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A GREAT NEW PRODUCT FOR THE SKIN 


The highly effective wide-spectrum local antibiotic neomycin is combined in new Neopan 
Cream with soothing, healing pantothenylol (as available in Panthoderm Cream). Virtually 
free from sensitization or irritation... this esthetic, water-miscible cream relieves pain, 
itching and irritation and speeds tissue repair as it prevents or controls infection* in... 
simple hemorrhoids « rectal irritation « simple fissures 
eczemas e- pyogenic dermatoses e- infected wounds 
proctitis e¢ pruritus ani 


*systemic anti-infective agents should also be used where necessary. Each gram of NEOPAN contains: 
NEOMYCIN SULFATE . 5 mg. (0.5%) 
SAMPLES to the profession upon request. (equivalent to 3.5 mg. neomycin base) 
“ e = PANTOTHENYLOL ... 20mg. (2%) 
u. S. vitamin & pharmaceutical corp. = w2termiscible cream base 


Arlington-Funk Labs., division « 250 East 43rd Street, New York 17, N. Y. supplied: 2 oz. and 1 Ib. jars. 


NEOP 


CREAM 


combats skin infection as it soothes pain, itching—speeds healing 








BOOK REVIEWS 
FOR 
PROCTOLOGISTS 


SIGERIST ON THE SOCIOLOGY OF MEDI- 
CINE by Henry E. Sigerist, M.D., considered 
by many to be the greatest medical historian 
ef our time. Important posts held included 
those of Professor of the History of Medicine 
at the University of Leipzig and Director of 
the Institute of the History of Medicine at 
the Johns Hopkins University. Research As- 
sociate at Yale University. President of the 
American Association of the History of 
Medicine and as President of the History of 
Science Society. 

Edited by Milton |. Roemer, M.D., Director 
of Research, Sloan Institute of Hospital Ad- 
ministration, Cornell University. Foreword by 
James M. Mackintosh, M.D., formerly Dean, 
University of London School of Hygiene and 
Tropical Medicine; Director, Divisicn of Edu- 
cation and Training Service, World Health 
Organization. Pages 380. Price—$6.75. Pub- 
lished by MD Publications, Inc., New York, 
New York 1960. 


Sigerist believed that medicine is a social 
science. His ideas on social reforms in medi- 
cine were almost unique in his time, and cer- 
tainly in advance of his day. 

This book presents a collection of the Siger- 
ist writings, reflecting his advanced, construc- 
tive socia! thinking. His prediction of future 
trends has been remarkably accurate. 

The essays deal with medicine throughout 
the world, but the American reader will find 
a large section relating to problems in this 
country. 

This reviewer believes that Sigerist was one 
of the great medical historians. The essays 
reveal him to be, as well, one of the great 
medical prophets. 

The volume is fascinating, and well worth 
a position in every physician’s library. 


A SYSTEM OF MEDICAL HYPNOSIS by Ainslie 
Meares, M.D., B. Agr. Sc., D.P.M. President, 
International Society for Clinical and Experi- 
mental Hypnosis. Pages 467. Published by 
W. B. Saunders Company, Philadelphia and 
London. 1960. 


This is a very personal text, describing the 
medical use of hypnosis in office practice. The 


author is well qualified to write the book, 
not only for his theories and practical appli- 
cations of the modality, but also because of 
his broad background of psychiatric studies. 

He writes well, and covers the field very 
completely. Various methods of induction are 
described in extensive detail. This reviewers 
is particularly interested in the author’s use 
of suggestive therapy, not only in the psycho- 
neurosis, but also in psychosomatic conditions, 
personality disorders, and habit disorders. 
There is an extensive section on hypnoanalysis, 
and another fine section on hypnosis in gen- 
eral medicine. 

The book is well written, reflects careful 
study and practice, and is worthy of a place 
in a general library. I was pleased to see a 
description of what the author calls the 
Y-State. He calls it the Y-State because it is 
a yoga-like condition in which the appearance 
of hypnotic sleep is produced by an active ef- 
fort of will, although active and controlled 
cerebration continues during the process. 


BEHAVIOUR THERAPY AND THE NEUROSES 
Readings in modern methods of treatment 
derived from Learning Theory. Edited by 
H. J. Eysenck, Ph.D., Professor of Psychology, 
University of London, Director, Psychological 
Laboratories, Institute of Psychiatry; Psychol- 
ogist, Maudsley and Bethlem Royal Hospi- 
tals. Pages—467. Price—$I0. Published by 
Symposium Publications Division— Pergamon 
Press, New York-Oxford-London-Paris; 1960. 


This interesting book includes a number of 
papers by various authors, detailing reciprocal 
inhibition therapy, negative practice and con- 
ditional inhibition, aversion therapy and 
therapy by positive conditioning and feed- 
back control. The theory is that rational treat- 
ment of neurotic disorders can only be de- 
veloped upon the basis of modern learning 
disorder concepts. Neuroses are thus treated 
as learned habits. 

The authors believe that psychotherapy of 
the analytic type has many disadvantages. 
They therefore unified the field of learning 
theory and therapy as a system, and have dis- 
tinguished this from other forms of psycho- 
therapy by giving it the name “Behavior 
Therapy.” 

The special description of conditional in- 
hibition as a method of treatment is of great 
interest. We hear a great deal these days of 
political applications of psychological condi- 
tioning. This text may provide interesting 
sidelights of potentialities of this method of 
treatment for individuals, groups, and even 
nations. 

The papers are well written, and the book 
is edited with great care. It may be recom- 
mended to psychiatrists and clinical psy- 
chologists. 
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'M IMPREGNATED 


WITH WITCH HAZEL AND GLYCERINE THAT IS... 


My name is Tucks. 1 am probably the most versatile wet 


dressing or cleansing wipe in your daily practice. 


Iam a soft, disposable cotton flannel pad impregnated with 
witch hazel (50%) and glycerin (10%); pH 4.6. I quickly 
soothe the annoying itching and pain of pruritus ani, vulvitis, 
diarrhea, hemorrhoids and discomfort after anorectal surgery. 

In baby hygiene, I am especially useful for wiping away irri- 
tating ammonia and fecal matter that cause diaper rash. I’m also 
cooing and soothing in tormenting prickly heat. I’m available 
at busy prescription pharmacies in jars of 40 and 100. 


Julle PHARMACEUTICAL COMPANY 
Minneapolis 16, Minnesota 


in Canada: Winley-Morris Co., Montreal 


-- 


i For generous office supply of TUCKS 
—just fill in and return this coupon. 
PUNO 0 escrs 


i City Zone... State 
Fuller Pharmaceutical Co. 
3108 W. Lake St., 
Minneapolis 16, Minn. 
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THERAPEUTIC ABSTRACTS 


traducing the hepato-seric gradient for 
the three ferments. 

Report is made of the first results 
obtained in man in the course of various 
hepatic diseases and in dog during 
acute intoxication with CC14. 

As to the ferments studied, every in- 
crease in serum corresponds to an endo- 
hepatic impoverishment that has not 
always an histological traduction. In- 
versely, the return of seric levels to nor- 
mal is often characterized by endo- 
hepatic reloading. Such a fact points 
out the value of serum ferment in- 
creases as signs of “hepatic cytolysis.” 

Some falls in endo-hepatic load con- 
trast with normal serum levels. 

There is an endo-hepatic fermentary 
semilogy, beyond the scope of histology, 
the formulae and value of which need 
further determinations. 


G. F. Moretti, J. Staeffen, P. Ballan, 
G. Demange and J. Rousseau, 
La Presse Médicale, (1960) No. 68, 2278. 


Non-Icteric Viral Hepatitis 


In the light of five personal observa- 
tions, the authors have reexamined the 
observations already published on non- 
icteric virus hepatitis. 

They relate the experimental facts 
and the epidemiological findings which 
establish this diagnosis. They limit its 
form to the pathological manifestations 
identified clinically as a result of in- 
fectious virus hepatitis, to the virus IH 
or SH in the absence of jaundice. 

They insist on the care with which 
such a diagnosis must be made, as some 


—Concluded from page 159 


authors have enlarged the matter too 
far, and granted to the virus IH mani- 
festations The 
various clinical findings are specific. 
The diagnosis is established on the 


not incumbent on it. 


findings of three indications: clinical 
signs, of which febrile hepatosplenome- 
galy, when it exists is the most impor- 
tant; biological findings, Mac Lagen’s 
test being easily the most reliable and 
epidemiological findings. But there is 
no certainty until the virus is isolated, 
the presence of the specific antibodies 
demonstrated and the practice of tests 
of immunity have been realized. 

The diagnosis is always one of ex- 
clusion with special note of the differen- 
tiation from infectious mononucleosis. 

The prognosis of these hepatites is 
graved with the advent of cirrhosis and 


hepatic insufficiency (failure). The au- 


thors pose the question as to the role 
of the virus IH in case of cirrhosis no- 
ticed in North French Africa and submit 
the same hypothesis, to demonstrate, of 
the role of this virus in the pathology 
of Kwashiorkor. 

The reason why this virus sometimes 
appears in the 
equally debatable, the authors agreeing 
with the anatomopathological concep- 


non-icteric forms is 


tion of the virus being localized in only 
some or other segments of the hepatic 
lobule. 

The knowledge of these non-icteric 
forms re-establishes interest in the pro- 
phylactic utilization of gamma globulins 
in the community. 


M. Grau, A. Molinier, L. Baudy and Ch. 
Garnier La Sem. Hop. (1960) No. 2, pp. 90-97. 
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